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EXECUTIVE SUMMARY

|.INTRODUCTION

The Domiciliary Care for Homeless Veterans (DCHV) program has provided effective
time-limited residential rehabilitation and treatment to homeless veterans with multiple
medical and psychiatry comorbidities. Over the sixteen years fromthe program's
inception in 1987 to the end of FY 2003, more than 60,500 episodes of treatment have
been provided. Currently there are 34 sites with atotal of 1,833 operational beds, both
unchanged from FY 2002.

This report offers information for programmanagers at the national, VISN, and local
medical center levels.

II. THE CLINICAL OPERATION

During FY 2003, 5,156 veterans completed an episode of DCHV treatment, almost
identical to the 5,159 discharges reported in FY 2002. Monitoring data indicate that 92%
veterans admitted to the program were diagnosed with a substance abuse problem, 48%
had a severe mental illness and 44% were diagnosed with both a psychiatric disorder and
a substance use disorder. In addition, in the last several years, there have been gradua
increases in the proportion of veterans with chronic medica conditions such as
hypertension, COPD, diabetes, and gastrointestinal and liver diseases. Therisein
medical problems may be related to an increase in the average age of the DCHV
population over the same time period, from alow of 42 yearsin FY 1992 to a high of 47
yearsin FY 2003.

The average length of stay in FY 2003 was 112 days, which has been gradually
increasing since FY 1999 (102 days). At discharge, 37% of veterans were placed in
independent housing, and 25% were discharged to the residence of a family member or
friend. Only 6% were homeless at discharge. Forty percent of veterans discharged had
secured part-time or full-time competitive employment and an additional 17% had
arrangements to participate in a VA work therapy program or other nonVA vocationa
rehabilitation program.

Twenty critical monitors were used to evaluate sites, VISNs, and to statistically identify
performance outliers. The average performance across all DCHV sitesis used as the
norm for evaluating the performance of each individual site (or VISN) on most critical
monitors except outcomes. For outcome monitors, each site is compared to the site (or
VISN) with the median performance, after statistically adjusting for baseline
characteristics that are significantly related to each outcome. In total, there were 101 out
of apossible 680 outliers. Six sites had no outliers. Seven sites had six or more outliers.
On the VISN level, there were 59 out of a possible 380 outliers. Only two VISNs had no
outliers.

1. DCHV OUTREACH
During FY 2003, 666 veterans were contacted as a result of outreach, 1,897 fewer



veterans than in FY 1997. Many DCHV programs work collaboratively with other VA
programs that provide outreach and services to homeless veterans, decreasing the need
for DCHV programs to conduct their own outreach. In FY 1997, 18 sites provided
outreach, compared to 5 sitesin FY 2003. Three of the five sites performed 90% percent
of all outreach contacts. Of the 1,784 homeless veterans contacted as a result of outreach
during fiscal years 2000 and 2001, 394 (22.1%) entered the DCHV program.

IV.SUMMARY

In conclusion, the DCHV Program has a substantial record of providing effective clinical
assistance to homeless veterans with multiple medical and psychiatric comorbidities. In
the years to come, it is expected that the DCHV Program will continue to improve and
strengthen the residential treatment offered to veterans and develop new efforts to meet
the changing clinical needs of this deserving veteran population.
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CHAPTER I: INTRODUCTION

In the United States, approximately 32.7% of homeless men are veterans
(Gamache, Rosenheck and Tessler, 2001). The Department of Veteran Affairs Fiscal
Y ear 2000 End-of-Y ear Survey of Homeless Veterans reported that 28% (n=4,774) of all
patients are homeless at the time of their admission to VA (Seibyl, Sieffert, Medak and
Rosenheck, 2001).

Since 1987, the Department of Veterans Affairs (VA) has addressed the problems
of homelessness among veterans through the development of specialized programs. With
the passage of Public Laws 100-71 and 100-6, VA implemented the Domiciliary Care for
Homeless Veterans (DCHV) and the Health Care for Homeless Veterans (HCHV)
Program.® This report, the fifteenth in a series of progress reports, describes the ongoing
operation of the DCHV Program during fiscal year 2003.

The Domiciliary Carefor Homeless Veterans Program

The mission and goals of the DCHV Program are to: 1) reduce homelessness; 2)
improve the health status, employment performance and access to basic social and
material resources among veterans, and 3) reduce overall reliance on costly VA inpatient
services. The DCHV Program is atime-limited residential rehabilitation and treatment
program providing medical and psychiatric services including substance abuse trestment
and sobriety maintenance. Programs also provide socia and vocational rehabilitation,
including work-for-pay programs at most sites (e.g., VA's Compensated Work Therapy
or Incentive Work Therapy Programs). Post-discharge community support and aftercare
isalso available. Five sites also provide outreach to identify under-served veterans
among homel ess persons encountered in soup kitchens, shelters and other community
locations.

The DCHV Program has just completed its sixteenth year of clinical operation.
From the program's inception in 1987 to the end of FY 2003, there have been over 60,500
episodes of care. The DCHV Program currently operates at 34 sites with atotal of 1,833
operational beds (Table 1b)?, with between 20 to 178 beds per site.

Organization of the Veterans Health Administration

The Veterans Health Administration (VHA) is organized into 21 semiautonomous
Veterans Integrated Service Networks (VISNs)®. Each VISN is charged with developing
cost-effective health care programs that are responsive both to the national mission of the
VA and to loca circumstances and trends in health care delivery. Although autonomous,
the VISNSs are aso accountable through centralized monitoring of performance and

! Formerly known as the Homeless Chronically Mentally |1l (HCMI) Veterans Program.
2 The Portland VA medical center facility closed its 40-bed DCHV program in November 2001
3 During FY 2002 VISNs 13 and 14 were combined to form VISN 23.



health care outcomes. This report provides information for program managers at the
national level, VISN level, as well as the local medical center level.

Evaluation and Monitoring M ethods

Since its inception, the work of the DCHV Program has been evaluated and
monitored by VA's Northeast Program Evaluation Center (NEPEC) in West Haven,
Connecticut. The goals of the evaluation are to provide an ongoing description of the
status and needs of homeless veterans, to assure program accountability, and to identify
ways to refine or change the clinical program, nationally and at specific sites. Key
findings from previous progress reports have concluded*

The program reaches its intended target population

Veterans treated in the program show improvements in housing, income,
substance abuse, psychiatric symptoms, health care utilization, social
functioning and employment.

The homeless veteran popul ation admitted to the program has changed in
recent years. Veterans are older, more ill (substance abuse problems,
serious mental illnesses and chronic medical conditions), a greater
proportion is an ethnic minority, and a greater proportion has recently
become homeless.

Tracking the ongoing performance of the DCHV Program is accomplished
through a data monitoring system that examines the characteristics of veterans admitted
to the program and their clinical outcomes at the time of discharge (see Appendix A —the
Homeless Veterans Data Sheet); and; 2) efforts to contact veterans in the community
through specia domiciliary-based outreach efforts (see Appendix B - the Outreach
Form).

* Seibyl, Rosenheck, Medak and Corwel, 2003; Seibyl, Rosenheck, Medak and Corwel, 2002; Seiby!,
Rosenheck, Medak and Corwel, 2001, Seibyl, Rosenheck, Medak and Corwel, 2000; Seibyl, Rosenheck,
Medak and Corwel, 1999; Seibyl, Rosenheck, Medak and Corwel, 1998; Seibyl, Rosenheck, Medak and
Corwel, 1997; Leda, Rosenheck and Corwel, 1996; L eda and Rosenheck, 1995; Leda, Rosenheck and
Corwel, 1995; Leda, Rosenheck and Corwel, 1994; L eda, Rosenheck, Corwel and Olson, 1993; Leda and
Rosenheck, 1992; Leda, Rosenheck, Medak and Olson, 1991; L eda, Rosenheck, Medak and Olson, 1989;
Rosenheck, Leda, Medak, Thompson and Olson, 1988.



Data Used to Assess DCHV Program Performance

The performance of each DCHV program is assessed with two types of measures that
reflect essential aspects of program operation.

Descriptive measures are those data that provide basic information on the
characteristics of the veterans being served by the program (e.g. age, marital status,
service era, €tc).

Critical monitor measures evaluate the VA’ s progress towards meeting the goals
and objectives of the DCHV Program as set forth by P.L. 100-70 (the authorizing
legidation) as well as by programmatic guidelines developed in discussions with DCHV
sites and VHA Headquarters. Critical monitors are used to identify sites whose
performance is substantially different from other sites.

A subcategory of critical monitor measures is the special emphasis program
performance measures. These special emphasis critical monitor measures have been
selected by the Under Secretary for Health to evaluate the performance of VA's
Homeless Veterans Treatment and Assistance Programs (see VHA Directive 96-051),
one of twelve Special Emphasis Program (SEP) categories.

Selection of Critical Monitors
There are twenty critical monitors, organized into four categories:

Program structure (e.g., annual turnover rate)

Veteran characteristics (e.g., the extent to which the DCHV program
serves the intended target population of homelessill veterans)

Program participation (e.g., length of stay and type of discharge)

Outcomes (e.g., housing and employment arrangements at the time of
discharge from the program, percent improved with alcohol, drug, mental
health and medical problems).

Outlined below are five objectives that reflect the goals of the DCHV Program,
and the corresponding critical monitors. Critical monitors bolded below are special
emphasis program performance measures as identified by VHA Headquarters.



Objective 1:

The DCHV Program was established to serve homeless veterans, or veterans at risk for
homelessness, who have a clinical need for VA-based biopsychosocial residential
rehabilitation services.

The critical monitors selected to assess this objective are:

Veteran has no residence prior to admission

Veteran has a psychiatric disorder, substance abuse problem or medical
illness

Objective 2:

An emphasis should be placed on providing treatment to literally homeless veterans and
admissions to the program should be available, on only a limited basis, to veterans who
are at risk for homelessness.

The critical monitor selected to assess this objectiveis:

Veteran is literally homeless

Objective 3:
Preference for admissions should be given to underserved homeless veterans living in the
community (e.g., shelters).

The critical monitors selected to assess this objective are:

Veteran's usual residence prior to admissionis a shelter or veteran has
no residence and is living outdoors or in an abandoned building
Veteran's usua residence prior to admission is not an institution,
primarily aVA inpatient program

Veteran is not referred to the program by a VA inpatient or outpatient
program



Objective 4:
The program is to provide time-limited residential treatment.

The critical monitors selected to assess this objective are:

Annual turnover rate®

Average length of stay

Per cent of successful program completions
Disciplinary discharges

Premature program departures

Objective 5:

The DCHV Program’s primary mission is to reduce homelessness, improve the health
status, employment performance and access to basic social and material resources among
homeless veterans, and reduce further use of VA inpatient and domiciliary care services.

Critical monitors selected to assess this objective are:
- Clinical improvement of veterans with alcohol problems

Clinical improvement of veterans with drug problems
Clinical improvement of veterans with non-substance abuse psychiatric
problems
Clinical improvement of veterans with medical problems
Per cent of veterans discharged to an apartment, room or house
No housing arrangements after discharge
Per cent of veterans discharged with arrangementsfor full- or part-
time employment
Unemployed after discharge

Determining Outlierson Critical Monitors

Generally, the average of all DCHYV sites (or VISNS) is used as the norm for
evauating the performance of each individual site. Those sites that are one standard
deviation above or below the mean in the undesirable direction are considered “outliers.”

Outliers for outcome measures are derived differently. Outcome measures are
first risk adjusted for baseline characteristics, and the median site isidentified based on
the risk-adjusted outcomes. Sites who are statistically different from the median sitein
the undesirable direction after adjusting for baseline measures are considered outliers.
Selection of the baseline characteristics differs depending on the outcome measure, but

® Annual turnover rate is determined by dividing the total number of dischargesin the DCHV Program by
the number of DCHV operating beds. Average length of stay and occupancy rates will influence asite's
value for annual turnover rate.



they include age, marital status, homelessness, receipt of disability benefits, income,
employment history, previous utilization of health care services, clinical psychiatric
diagnoses, number of medical problems and the veteran’s perception of his’her health
problems.

The identification of a Site as an outlier on a critical monitor is intended to inform
the program director, medical center leadership, network leadership and VHA
Headquarters that the site is divergent from other sites with respect to that critical
monitor. Each siteis asked to carefully consider the measures on which they are outliers.
In some instances this information is used to take corrective action in order to aign the
site more closely with the mission and goals of the program. In other instances sites have
been identified as outliers because of legitimate idiosyncrasies in the operation of the
program that do not warrant corrective action. 1t must be emphasized that these
monitors should not be considered by themselvesto be indicators of the quality of
caredelivered at particular sites. They can be used only to identify statistical outliers,
the importance of which must be determined by follow-up discussions with, or visits to,
the sites.

Overview of the Monitoring Process

Figure 1 provides a summary overview of the monitoring process. It begins with
the definition of DCHV Program goals and the program’s mission that are communicated
to sites through monthly national conference calls and annual national conferences.
Forms completed on each veteran discharged from the program, as well as on each
veteran assessed as aresult of special domiciliary-based outreach efforts, are submitted
monthly to NEPEC by program sites. These data are aggregated and reported back to
sites on a quarterly basis. Each year an annual progress report is written. Thisreport is
circulated to the field for feedback, comments and discussion.



Figure 1.

DCHYV Monitoring Process.

Definition of program goals and mission.
Public Law 100-71

v

Communication of goals/mission
On monthly national conference calls
During annual national conferences

v

Quarterly feedback of data to sites
Report of site-specific data and national data

v

Annual progressreport
Report circulated to Medical Center Facility Directors and
Chiefs of Domiciliary Care (or designee) for feedback, comments and
discussion.




Organization of This Report

This report is divided into two sections. The first section contains four chapters, the first
of which isthisintroduction. The second chapter provides highlights from the
monitoring data from FY 2003, as well as changes in the program over time. Chapter 111
reviews monitoring data collected on veterans contacted as a result of domiciliary-based
community outreach efforts. The last chapter summarizes the evaluation findings to date.

The second section of this report contains three appendices. Appendices A and B are
copies of the monitoring data collection forms. Appendix C contains 61 data tables. The
tables are organized into 7 groups:

1. Tables1—10 provide an overview of the entire program from fiscal years
1989 through 2003.

2. Tables 11 — 15 present the critical monitors by VISN for FY 2003.

3. Tables 16 — 42 present selected data by site for FY 2003, including critical
monitors.

4. Tables43 and 44 are summary tables indicating all outliers for each critical
monitor by site.

5. Tables 45— 51 present trend data on the critical monitors and special emphasis
program performance measures for the last seven fiscal years, FY 1997 through
FY 2003.

6. Tables52 — 58 present data on veterans contacts through DCHV outreach.

7. Tables59 — 61 compare veterans contacted through outreach with veterans
completing DCHYV treatment.

To assist in navigating this report, a List of Tables has been provided on the first page of
Appendix C.



CHAPTER II: THE CLINICAL OPERATION
National Performance

Tables 1 - 10 present summary national data on program structure, veteran
characteristics, program participation, and discharge outcomes for fiscal years 1989 -
2003. Highlighted below are key findings:

Program Structure

During FY 2003 there were 1,873 operational beds, the same number as
the previous fiscal year (Table 1b).°

The number of veterans completing an episode of DCHYV treatment
remained stable from FY 2002 to FY 2003, with 5,159 dischargesin FY
2002 and 5,156 dischargesin FY 2003 (Table 1a).

Veteran Characteristics

Forty percent of referrals were from inpatient units. Although thisisa
dightly higher percentage of inpatient referrals than FY 2002, in general,
the percentage of inpatient referrals has decreased since its peak in FY
1996 (56.3%). Self-referral remains the second highest means of referral
at 22.1%. The percent referred as aresult of community outreach (14.7%
in FY 2003) has been decreasing since FY 2001 (18.9%; Table 3).

During FY 2003 the proportion of African American veterans admitted to
the program was 48.8%, 45.7% were White, 3.9% were Hispanic, and
1.6% were of another ethnic origin. FY 2003 is the second year in the
history of the DCHV program where African American veterans are the
largest ethnic group to receive treatment (Table 3).

Of veterans admitted during FY 2003, the mgority (53.4%) of veterans
had served during the post-Vietnam (including Persian Gulf) era, and
43.5% served during the Vietnam Era. Thisis the second consecutive year
in which post-Vietnam service era veterans exceeded those who had
served during the Vietnam era (Table 4).

® Due to budget considerations, the Portland (OR) VA medical center closed their 40-bed DCHV program
in November 2001. Although there were plans to reopen the program in FY 2003, it remains closed as of
thisreport.



Prior to their DCHV admission, the majority of veterans (56.0%) had been
homeless for 1 — 11 months, 21.2% had been homeless for a year or more,
and 18.6% of veterans had been homeless for less than a month (Table 5).
A magjority of veterans (54.5%) spent at least one night outdoors or in a
shelter in the month prior to their DCHV admission.

Three-quarters of veterans (75.4%) reported using VA for medical or
psychiatric services in the six months prior to their admission and over
one-third of veterans (37.3%) reported having had a previous domiciliary
admission (Table 6).

Over haf (51.7%) of veterans reported having no income in the 30 days
prior to admission to the DCHV program during FY 2003 (Table 7).

Almost all (92.1%) veterans admitted to the DCHV program in FY 2003
were diagnosed with a substance abuse disorder. Some veterans had both
alcohol and drug problems; of all veterans admitted, 80.3% were
diagnosed with an acohol abuse/dependency disorder and 69.8% received
adiagnosis of a drug abuse/dependency disorder (Table 8).

During FY 2003, nearly half of veterans (48.4%) had a diagnosis of a
serious mental illness and 43.8% had a diagnosis of both a serious mental
illness and a substance use disorder (Table 8).

The mean age of veterans admitted to the DCHV program has been
increasing over time. The mean agein FY 1992 was 41.8 years—in FY
2002 and FY 2003 the average age was approximately 47 years. There
has also been an increase in the proportion of veterans with medical illness
such as hypertension (9.7% in FY 1992 vs. 24.0% in FY 2003), COPD
(5.4% in FY 1992 vs. 7.5% in FY 2003), diabetes (3.6% in FY 1992 vs.
8.6% in FY 2003), gastrointestinal disease (8.1% in FY 1992 vs. 12.6% in
FY 2003) and liver disease (6.1% in FY 1992 vs. 22.7% in FY 2003),
which may be related to the increasing age of the DCHV population
(Table 8).

Program Participation
The average length of stay in FY 2003 was 111.5 days. Thisfigure has
been gradually increasing since FY 1999, when average length of stay had
dropped to 101.6. Prior to FY 1999 lengths of stay had been decreasing
from a high of 138.7 daysin FY 1995 (Table 9).

During FY 2003 almost three-quarters of veterans (72.5%) successfully
completed the program (Table 9).
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Outcomes

More than one-third (37.2%) of veterans from the DCHV program in FY
2003 went to live in their own apartment, room or house after discharge.
An additional 24.6% were discharged to an apartment, room or house of a
family member or friend, 4.0% were discharged to an institution, and
3.0% went to another domiciliary program. A small percentage (5.8%)
was homeless at discharge, or left the program without indicating their
future living arrangements (8.8%; Table 9).

In the last several years there has been an increase in the proportion of
veterans discharged to an HWH/transitional treatment program (9.6% in
FY 1997 to 14.9% in FY 2003).

Forty percent of veterans had secured part-time or full-time competitive
employment at the time of discharge. An additional 17.1% had
arrangements to participate in a VA work therapy program (CWT or IT) or
nonVA vocationa training. These numbers have been generally
consistent over the last seven years (Table 9).

The proportion of veterans showing improvement in the ten clinical areas

measured has been rising slowly over the history of the DCHV evaluation.
This trend continued in FY 2003, with the proportion of veterans rated as

clinically improved ranging from 70.3% (employment) to 95.1% (personal
hygiene, Table 10).

VISN Performance

During FY 2003, there were DCHV programs within most VISNs; only VISNs 11
and 19 did not have DCHYV programs. Eight VISNs had 1 program, seven VISNs had 2
programs, and four VISNs housed 3 DCHV programs (Table 11).

The number of operating beds per VISN ranged from 24 (VISN 6) to 228 (VISN
15). The number of veterans discharged per VISN ranged from 18 (VISN 2) to 617
(VISN 10; Table 11).

Nationally, between FY 2002 and FY 2003 there was a 0.1% decrease in the total
number of discharges. Twelve VISNs increased the number of veterans discharged from
the DCHV program, ranging from a 1.5% increase (VISN 15) to a high of 16.6% (VISN
18). Theremaining seven VISNS reported decreases in discharges from 4.0% (VISN 4)
to a22.8% decrease (VISN 9; Table 2a).

The performance of all VISNs s used as the norm for evaluating the performance
of each individual VISN. Those VISNSs that are one gandard deviation above or below
the mean in the undesirable direction are considered outliers, or for risk adjusted outcome
measures, VISNs that are statistically different from the median VISN in the undesirable

11



direction on outcome measures are considered outliers. A more detailed description of
these monitors is in Chapter | of this report.

Tables 11 - 14 report the 20 critical monitor and special emphasis critical monitor
measures by VISN for FY 2003. VISNs whose results are considered "outliers' are
identified in these tables with two types of shading: a shaded box identifies outliers on
critical monitors; however, the columns presenting special emphasis monitors are shaded,
and thus un-shaded (white) boxes identify these outliers.

Table 15 provides a summary of the outlier status of each VISN. Therewerea
total of 59 outliers out of a possible 380 (20 critical monitors across 19 VISNs). Only
two VISNs (7, and 21) had no outliers. VISNs 20 and 9 had the highest number of
outliers (10 and 7 respectively).

Site Performance

Tables 16 - 42 report site-specific datafor FY 2003. Identification of site outliers
follows the same procedures and formatting as the VISN outliers described above.

Tables 433, 43b and 44 provide summaries of the outlier status of each of the 34
sitesfor FY 2003. There were atotal of 101 outliers out of a possible 680 (20 critical
monitors across 34 sites). Six sites (17.6%) had no critical monitor outliers. Fourteen of
the 34 sites (41.2%) had between one and three outliers, seven (20.6%) had four outliers,
and the remaining seven sites (20.6%) had six or more outliers.

Tables 45a— 45e provide site summaries of critical monitors organized by
category, for FY 1997 — FY 2003. Tables 46 — 51 present each of the six special
emphasis program performance measures over the same time period. Shading identifies
outliers.

12



CHAPTER I1l: DCHV OUTREACH

The DCHV Program conducts community outreach to identify and establish contact with
homeless veterans, targeting those veterans who are not using VA health care services or
who are unaware of their eligibility for VA benefits. We have defined community
outreach as any contact with a homeless veteran that takes place outside of the VA
Medical Center or Vet Center (e.g., shelter, soup kitchen, on the streets, etc.). Central
guestions in the evaluation and monitoring of DCHV -sponsored outreach include:

Wheat types of veterans are seen at outreach?

What types of veterans seen at outreach have completed an episode of
DCHV treatment?

How are those veterans seen at outreach and who have completed DCHV
treatment different from those who have completed DCHYV treatment and
who were not contacted as a result of outreach?

Tables 52 — 61 present national summary data on veteran characteristics, clinical
assessments and immediate treatment needs of veterans contacted through outreach by
fiscal year, from FY 1992 - FY 2003’. Many of the characteristics are very similar from
year to year; key findings are outlined below.

Since July 1992, atotal of 19,113 veterans were contacted in the community as a
result of DCHV-sponsored outreach (Table 52).

Many DCHV programs collaborate with other VA homeless programs, thus
reducing the need to provide their own outreach services to homeless veterans.
As such, the number of sites conducting their own outreach, and the number
veterans contacted as aresult of this outreach, has been steadily declining. In

FY 1997, 2,563 veterans from 18 sites were contacted, as compared to 666
veterans from 5 sitesin FY 2003 (Table 52). Ninety percent of all contactsin FY
2003 were conducted at three sites: Martinsburg, West Virginia; Dublin, Georgia;
and Bay Pines, Florida.

During FY 2003, 84.5% of veterans assessed at outreach were judged to have a
substance abuse problem, 36.5% were felt to have a serious psychiatric illness,
and 30.0% were dually diagnosed with a serious psychiatric illness and a
substance abuse disorder (Table 58).

Of the 1,784 homeless veterans contacted as a result of outreach during fisca
years 2000 and 2001, 394 (22.1%) were subsequently admitted to and discharged

" Datafor FY 1992 reflects activity for 3 months of the fiscal year (July 1 - September 30). In those cases
where the interview was conducted at the VA medical center and the contact was not a direct result of
community outreach (as defined above), monitoring data were not included in these analyses.
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from the DCHV Program® (Table 59).

Tables 60 and 61 provide comparisons among veterans contacted through DCHV
outreach efforts and veterans completing an episode of DCHYV treatment. The first
column provides data on 1,390 veterans contacted through outreach efforts during fiscal
years 2001 and 2002 that had not been admitted to and discharged from DCHV
treatment®. The second column contains data on 394 veterans contacted as a result of
community outreach during fiscal years 2001 and 2002 who subsequently completed an
episode of DCHV treatment. The last column reports data on 14,345 veterans admitted
after September 30, 2000 who completed DCHV treatment, but were not referred to the
DCHV program via community outreach.

Taken together, these tables show that DCHV outreach identifies an under-served
homeless, serioudly ill veteran population which could benefit from comprehensive,
integrated rehabilitation and treatment, including awide array of VA health care and VA
benefit services. It should be noted that there might be some homeless veterans seen at
outreach who are acutely ill and require inpatient psychiatric or medical care prior to
receiving DCHV treatment.

8 The number of veterans admitted may be greater than 394. At the time thisreport is being written, there
are likely to be occurrences where a veteran has been admitted but not yet discharged from the DCHV
program and thus would not be represented in these available data.

® There may be some occurrences where a veteran has been admitted and not yet discharged from DCHV
treatment.
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CHAPTER IV: SUMMARY

This report is the fifteenth in a series of reports evaluating the effectiveness of the
Department of Veterans Affairs Domiciliary Care for Homeless Veterans Program.
Since its inception, there have been over 60,500 episodes of treatment provided. The
DCHV Program currently includes 34 sites with atotal of 1,833 operational beds,
unchanged from FY 2002.

Monitoring data indicate that over ninety percent of veterans admitted to the
DCHV Program in FY 2003 have a substance abuse diagnosis. Over the last six years
there has been a steady increase in the percentage of veterans with severe psychiatric
problems; in FY 2003 nearly half of veterans were diagnosed with a severe mental
illness. Almost fifty-five percent of veterans spent at least one night outdoors or in a
shelter in the month prior to their DCHV admission.

The average age of veterans admitted to the DCHV program has been increasing
over time. During the same time period, there has been an increase in the proportion of
veterans with chronic medical conditions such as hypertension, COPD, diabetes, and
gastrointestinal and liver diseases, which may be related to increasing age.

The average length of stay in FY 2003 was 111.5 days. This figure has been
gradually increasing since FY 1999. Almost three-quarters of veterans successfully
completed the program. After discharge, more than one third had arrangements to live in
an apartment, room or house, and almost sixty percent had arrangements to work in
competitive employment or a VA work therapy program.

Performance as measured by 20 critical monitors was used to compare the
operation of individual sites and to identify performance outliers. The performance across
all DCHYV sditesis used as the norm for evaluating the performance of each individua site
on most critical monitors. However, when evaluating outcomes, each site is compared to
the median site, adjusting for baseline veteran characteristics that are significantly related
to each outcome. There were atotal of 101 outliers out of apossible 680. Six sites had
no outliers, fourteen had between one and three outliers, seven had four outliers, and
seven sites had six or more outliers.

During FY 2003, 666 veterans were contacted as a result of outreach, 1,897 fewer
veterans than in FY 1997. Many DCHV programs work collaboratively with other VA
programs that provide outreach and services to veterans, decreasing the need for DCHV
programs to conduct their own outreach. In FY 1997, 18 sites provided outreach,
compared to 5 sitesin FY 2003. Ninety percent of all outreach contactsin FY 2003 were
conducted at three sites.

Of the 1,784 homeless veterans contacted as a result of outreach during fiscal
years 2000 and 2001, 394 (22.1%) entered the DCHV program.
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In conclusion, the DCHV Program has a substantial record of providing effective
clinical assistance to homeless veterans with multiple medical and psychiatric
comorbidities. In the years to come, it is expected that the DCHV Program will continue
to improve and strengthen the residential treatment offered to veterans and develop new
efforts to meet the changing clinical needs of this deserving veteran population.
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Appendix A: Monitoring Form: Homeless Veterans Data Sheet - Form Z
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Domiciliary Care For Homeless Veterans Program

Form Z
HOMELESS VETERANS DATA SHEET (HVDS) -

Page 1 of 4

COMPLETE THIS SECTION AT ADMISSION

Staff Member's Name

VAFaCility COUB .. ... ... ee et e HIEIR
Date of Admission (Mm,dd,yy) ... ....uuutiniii it e ] l H I '/l | I

How was contact with the DCHV Program initiated (select one)?

(J 1. Outreach initiated by VA statff. 0 4. Referral from a VA outpatient clinic or
(O 2. Referral initiated by shelter staff or other Vet Center.

non-VA staff working in a program for O 5. Self-referred to Domiciliary.

the homeless. (J 6. Referred from the VA HCMI Program.
(J 3. Referral from an inpatient unit at VAMC. (J 7. Other.

I. VETERAN DESCRIPTION
1. Veteran’s Name (last name, first initial) (please print) | I | l I | | | | | | l [ | I

HEN
2. Social Security NUMbEr . . ... ...t e e e l | I |“| I H
3. Date of Birth (mm,dd,yy)........................ e e |

4. Sex
J 1. Male. O 2. Female
5. Ethnicity (check only one)
(J 1. Hispanic, white (J 3. American Indian or Alaskan [J 5. Asian
(J 2. Hispanic, black O 4. Black, not Hispanic (J 6. White, not Hispanic
6. What is your current marital status (check only one)?
: O 1. married J 3. widowed O 5. divorced
O 2. remarried ([ 4. separated O 6. never married

I. MILITARY 